One of the core propositions in most clinical and descriptive models of personality disorders (PDs) is that these conditions are stable over time. However, the available empirical literature suggests that PDs are far less stable than these models imply. The present study examines the 10-year stability of PDs in a sample of depressed outpatients who were assessed for the full range of Axis II conditions across 5 assessments. Three primary issues are addressed: (a) the stability of categorical PD diagnoses, (b) the relative stability of dimensional PD traits, and (c) the absolute stability of PD traits. The stability of PD diagnoses was poor to fair, and the stability of dimensional PD traits was fair to moderate. Growth curve analyses revealed complex patterns of change in absolute scores for PD traits across the 10-year interval. Stability of PDs was generally comparable to that of anxiety disorder diagnoses and normal personality traits.
One of the primary assumptions in both descriptive (e.g., Diagnostic and Statistical Manual of Mental Disorders [4th ed.; DSM-IV]; American Psychiatric Association, 1994) and theoretical (e.g., Millon, Meagher, & Grossman, 2001 ) models of personality disorders (PDs) is that these conditions reflect pathology that is stable over time. Despite the centrality of this claim, few studies have addressed the long-term stability of PDs, and those that have suggest that their stability is generally lower than is implied by theoretical and clinical models, and is no higher than many Axis I conditions (Shea & Yen, 2003) .
Conclusions regarding temporal stability for any clinical condition, including PDs, must be qualified by the methods by which stability is defined and assessed. Several methodological factors can influence the magnitude of stability estimates, including length of follow-up, scale of measurement (categorical vs. dimensional) , and the threshold used for caseness. In addition, stability may be defined in relative or absolute terms. Relative stability refers to the rank-order stability of individuals' scores within the group being followed. Absolute stability refers to the degree of change versus consistency in absolute (mean) levels of pathology over time. Relative stability has generally been assessed with correlation coefficients (including the intraclass correlation [ICC] , which also takes into account mean-level differences), whereas absolute stability has typically been examined with paired t tests or repeated measures analyses of variance. However, more recently developed statistical techniques, such as growth curve modeling, can be used to asses both relative and absolute stability within the same analytic framework, as described below.
Stability of PDs
Although a number of investigators have reported stability coefficients for a single PD (generally borderline or antisocial), few studies have examined the temporal stability of the full range of Axis II conditions, and most of these studies have been limited to relatively short follow-up intervals. A noteworthy exception is Sievewright, Tyrer, and Johnson's (2002) 12-year follow-up of stability of PDs among patients with anxiety and depressive disorders. Unfortunately, that study only examined absolute stability between the baseline and 12-year follow-up assessments. In this section, we briefly review the literature on the stability of PDs, highlighting studies whose design allows for the strongest conclusions.
Studies that use categorical definitions of PDs generally report low to moderate stability. In a review of nine studies that used follow-up intervals of varying lengths, Grilo and McGlashan (1999) concluded that the stability for receiving any PD diagnosis was in the fair to moderate range, whereas individual PDs often exhibited lower stability. For example, in a 2.5-year follow-up of depressed outpatients, Ferro, Klein, Schwartz, Kasch, and Leader (1998) reported a kappa of .41 for any PD diagnosis. For individual PDs, kappas ranged from .33 to .73, with a median of .48. Kappas for cluster diagnoses (e.g., caseness for any Cluster A disorder) were low for Clusters A and C and moderate for Cluster B. Mattanah, Becker, Levy, Edell, and McGlashan (1995) conducted a 2-year follow-up of adolescent inpatients and found that none of the individual PDs or clusters had a significant kappa. Cluster B disorders had the highest percentage of stable cases, and Cluster A had the lowest. Shea et al. (2002) examined the 1-year stability of four PDs (schizotypal, avoidant, borderline, and obsessive-compulsive) among a large sample of individuals selected for having one or more of these Axis II conditions or major depressive disorder. They found that 44% of the participants with one of these PDs at baseline continued to meet criteria for the PD diagnosis for all 12 successive months; avoidant PD cases had the highest rate of stability, whereas schizotypal PD cases had the lowest.
Dimensional measures of PDs tend to exhibit somewhat higher stability than do categorical definitions, although they still fall in the fair to moderate range (Grilo & McGlashan, 1999) . In a sample of adolescents, Daley et al. (1999) found that interviewer-rated PD cluster dimensional scores were predicted by self-reports of PD pathology collected 1 and 3 years prior. For the 3-year interval, the correlations were .55 for Cluster A, .51 for Cluster B, and .47 for Cluster C. Ferro et al. (1998) also found fair to moderate stability for cluster dimensional scores over a 2.5-year follow-up. ICCs for specific PDs were slightly lower (range ϭ .22 -.65; median ϭ .48). Lenzenweger (1999) examined stability of PD traits among two groups of undergraduates: one selected for the possible presence of a PD and the other selected for absence of a PD. Both groups were assessed with structured interviews on three occasions over the course of 3 years. Because few participants met full criteria for a PD, stability analyses were limited to dimensional scores. For PD cluster dimensional scores, correlations ranged from .61 (Cluster A) to .78 (Cluster B) from baseline to 1-year follow-up and from .48 (Cluster A) to .60 (Cluster B) from baseline to 3-year followup. For individual PD dimensional scores, stability coefficients were generally moderate to high across periods of 1 year and low to moderate across 3 years. These results likely overestimate relative stability due to the selection of extreme groups (no PD and possible PD) for follow-up. Lenzenweger (1999; Lenzenweger, Johnson, & Willett, 2004 ) also found evidence for low absolute stability of PD dimensional scores. Growth curve models indicated that levels of PD traits declined over the course of the 3-year follow-up. The greatest reduction occurred among participants selected for having a possible PD at baseline, and most of the change occurred between the first two waves, suggesting the possibility of regression to the mean. Likewise, Shea et al. (2002) reported that dimensional scores for the four PDs they examined (schizotypical, avoidant, borderline, and obsessive-compulsive) decreased over three assessments and that, for each PD, significant change was present from baseline to 6 months but not from the 6-month follow-up to the 12-month follow-up. In contrast, in a 12-year follow-up, Sievewright et al. (2002) found that although antisocial and histrionic PD dimensional scores decreased over time, dimensional scores for schizotypal, schizoid, paranoid, avoidant, narcissistic, and obsessive-compulsive PD increased over the same period.
In summary, the available literature suggests that the relative stability of individual PDs is higher for dimensional measures than for categorical measures and tends to be somewhat greater across shorter time intervals. There are no striking differences related to degree of aggregation (i.e., clusters vs. individual PDs). Few studies have explored absolute stability, although there is some indication that mean scores may decrease over time (Shea et al., 2002) , particularly among groups with initial extreme scores (Lenzenweger, 1999) . However, one study (Sievewright et al., 2002) found increases in PD traits over a lengthier follow-up interval. Finally, the range of both categorical and dimensional metrics of stability is wide across individual PDs, suggesting that all Axis II conditions are not equally stable.
Stability of Normal Personality Traits
It is important to consider the stability of PDs in the context of the broader literature on the stability of normal personality traits. Some investigators have argued that PDs represent extreme variations of normal personality dimensions (e.g., Widiger, 2005) . This suggests that the literature on the stability of normal personality traits can provide a benchmark for interpreting empirical findings regarding PD stability.
Broad dimensions of personality, such as those from the Five Factor model (McCrae & Costa, 1997) , exhibit high stability across considerable periods of time. Roberts and DelVecchio (2000) concluded from a meta-analysis of longitudinal studies of personality traits that the average trait consistency was .55 over a 5-year period and .52 over a 10-year period. In addition, they found a positive linear association between age and stability, which peaked after age 50. There is also evidence for differential stability of traits, with extraversion exhibiting the greatest relative stability and neuroticism the lowest (Roberts & DelVecchio, 2000; Vaidya, Gray, Haig, & Watson, 2002) . Finally, several normal personality traits exhibit absolute change over time, with developmental trends present across adulthood. Specifically, conscientiousness and agreeableness appear to increase with age, neuroticism tends to decline, and openness and extraversion show less consistent declines with age (Roberts, Caspi, & Moffitt, 2001; Srivastava, John, Gosling, & Potter, 2003) .
The Present Study
This study extends the findings of our previous 2.5-year follow-up of PDs (Ferro et al., 1998) by examining the stability of categorical and dimensional indices of PDs across a 10-year follow-up period for the same sample of depressed outpatients. The study has a number of features that make it particularly informative for examining the stability of PDs. First, apart from Sievewright et al. (2002) , it is, to our knowledge, the longest follow-up study of the full range of PDs. Second, it included five assessments, each separated by a 2.5-year interval. This allowed us to use growth curve modeling to assess both relative and absolute stability in the same set of analyses and to examine nonlinear patterns of change in PD features over time. Third, diagnoses were based on semistructured interviews, conducted by raters who were unaware of the patients' baseline diagnostic status. Finally, the high prevalence of PDs in the sample allowed for an examination of categorical diagnoses in addition to dimensional scores.
We examined three aspects of stability: the stability of categorical PD diagnoses, the relative stability of dimensional PD traits, and the absolute stability of PD traits. Extrapolating from the shorter-term studies of the stability of PDs reviewed above, we expected that (a) the stability of categorical diagnoses would be poor to fair; (b) the relative stability of dimensional measures would be somewhat higher, approaching the moderate range; and (c) there would be a decline in the mean levels of most PD traits over time.
We also compared the stability of PDs with anxiety disorders and normal personality traits. We chose anxiety disorders as an Axis I comparator because the distribution of frequencies of anxiety disorders at baseline was similar to that for PDs in our sample. It has traditionally been thought that Axis II disorders are more stable than Axis I disorders. However, the available empirical evidence has not supported this assumption (Shea & Yen, 2003) . Hence, we anticipated that PDs and anxiety disorders would exhibit similar levels of stability.
We also assessed three well studied normal personality dimensions: extraversion, neuroticism, and psychoticism (which reflects a combination of agreeableness and conscientiousness in the fivefactor model framework; Roberts & DelVecchio, 2000) . The literature on the stability of normal personality provides a broader context for evaluating the stability of PD traits and suggests several additional hypotheses. First, on the basis of previous longitudinal studies of PDs and normal personality, we anticipated that the relative stability of PD dimensional scores would be similar to, but slightly lower than, normal personality traits (Grilo & McGlashan, 1999; Roberts & DelVecchio, 2000) . Second, on the basis of longitudinal studies of normal personality across a comparable (10-year) interval, we expected that the stability of PDs would increase slightly over the course of successive followups (Roberts & DelVecchio, 2000) . Third, in light of evidence that extraversion has greater relative stability than does neuroticism (Roberts & DelVecchio, 2000; Vaidya et al., 2002) , we predicted that PDs with a large extraversion component (histrionic PD at the high end and schizoid, schizotypal, and avoidant PD at the low end) would exhibit greater relative stability than would PDs with a large neuroticism component (borderline PD) (Lynam & Widiger, 2001 ). Fourth, in view of evidence that mean levels of conscientiousness and agreeableness increase, and mean levels of neuroticism decrease, over the course of adulthood (Roberts et al., 2001; Srivastava et al., 2003) , we anticipated that the mean levels of PDs that are characterized by low levels of conscientiousness (antisocial PD) and agreeableness (antisocial, narcissistic, and paranoid PD) and high levels of neuroticism (borderline PD) would decline over time, whereas the mean levels of PDs that are characterized by high levels of conscientiousness (obsessivecompulsive PD) and agreeableness (dependent PD) (see Lynam & Widiger, 2001 ) would increase over time.
Finally, our sample consisted of individuals who were depressed outpatients at the baseline assessment, and many were in treatment during one or more of the follow-up intervals. Therefore, we also examined whether severity of depression or treatment status was associated with the absolute stability of PD pathology across the 10-year follow-up.
Method

Participants
The original sample included 142 outpatients with Dianostic and Statistical Manual of Mental Disorders (3rd ed., rev.; DSM-III-R; American Psychiatric Association, 1987) major depressive disorder (MDD) and/or dysthymic disorder (DD). All patients were between 18 and 60 years of age, English speaking, not currently psychotic, and never psychotic outside of an episode of MDD. Most patients were selected from consecutive admissions to the State University of New York at Stony Brook Outpatient Psychiatry Department (50.0%) and Psychological Center (40.8%). The remaining patients were obtained from referrals from the University Counseling Center (7.0%) and a community mental health center (2.1%). The majority of the sample (72.5%) was female, and 89.4% were Caucasian. The average age was 32.0 years (SD ϭ 9.6), and the sample had an average of 13.5 years of education (SD ϭ 2.2). On the basis of Hollingshead (1975) , 14.9% of the sample were in Social Class I, 27.6% in Class II, 23.9% in Class III, 18.7% in Class IV, and 14.9% in Class V. At baseline, 30.3% of the sample were married, 21.8% were separated or divorced, 46.5% had never been married, and 1.4% were widowed. Diagnoses were as follows: double depression (DD with a superimposed MDD episode) (39.4%), MDD without lifetime DD (31.7%), and DD without current MDD (29.9%). At baseline, the sample had a mean Global Assessment of Functioning (GAF; Spitzer, Williams, Gibbon, & First, 1990 ) score of 56.6 (SD ϭ 10.6) and a mean 24-item Hamilton Rating Scale for Depression (HRSD; Miller, Bishop, Norman, & Maddever, 1985) score of 27.6 (SD ϭ 10.6).
Follow-up evaluations were available for 108 (76.1%) of the sample at 2.5-year follow-up, 111 (78.2%) at 5-year follow-up, 109 (76.8%) at 7.5-year follow-up, and 101 (71.1%) at 10-year follow-up. Of the original sample of 142 patients, 125 (88.0%) had at least one follow-up assessment and thus contributed to the stability analyses described in this study.
Baseline and Follow-Up Evaluations
The baseline evaluation included the Structured Clinical Interview for DSM-III-R (SCID; Spitzer, Williams, Gibbon, & First, 1990) , HRSD, and Personality Disorder Examination (PDE; Loranger, Susman, Oldham, & Russakoff, 1988; see below) . Patients also completed the Eysenck Personality Questionnaire-Revised (EPQ-R; Eysenck, Eysenck, & Barrett, 1985) , a self-report measure of normal-range personality variation that includes the dimensions of extraversion, neuroticism, and psychoticism (or tough-mindedness).
The PDE is a semistructured interview that assesses the 11 DSM-III-R PDs as well as self-defeating and sadistic PD and PD not otherwise specified. Diagnoses were made using both narrow (definite only) and broad (definite or probable) thresholds; probable diagnoses were made when patients fell one symptom short of meeting full criteria. The PDE also yields dimensional scores, which consist of summed ratings (on a 0 -2 scale) for each item within the diagnostic category. The interrater reliability of our baseline PD diagnoses was evaluated for 20 patients using a paired rater design with ratings of videotaped interviews. Kappas for the presence of any PD and of any Cluster A, B, or C disorder were .80, .44, .76, and .88, respectively. The median ICC for dimensional scores was .84 (Pepper et al., 1995) . The poor interrater reliability of Cluster A diagnoses may reflect the low prevalence (n ϭ 2; 10%) of these disorders in the reliability sample.
Follow-up evaluations included the PDE, the HRSD, and the EPQ-R. Interviewers also noted whether the participant was currently receiving psychological treatment at the time of the follow-up, defined as receiving psychotherapy or any psychoactive medication. Interviews were conducted by a master's level psychiatric social worker, a master's level psychologist, a doctoral level clinical psychology research fellow, and three advanced graduate students in clinical psychology. To guard against bias, all interviewers were unaware of the baseline diagnoses of the subjects, and each follow-up was generally conducted by a different interviewer. Interrater reliability of follow-up PDE diagnoses and dimensional scores was assessed with a paired-rater design in which independent evaluations were made for 20 videotaped PDE interviews. Kappa for any PD was .80 and ranged from .44 (Cluster A) to .88 (Cluster C) for cluster diagnoses. For dimensional scores, ICCs ranged from .76 to .90, with a median of .84. Using an independent rater design (n ϭ 33), we determined the kappa for any PD diagnosis to be .69; base rates for specific diagnoses were too low to compute kappa for individual PDs or clusters. For PD dimensional scores, ICCs ranged from .28 to .84, with the lowest values for dependent (.28) and schizoid (.44), with a median ICC of .67. For the HRSD, the ICC from an independent rater design was .96. Table 1 displays the percentage of cases meeting narrow or broad criteria for each PD category at each assessment. We included only participants who had data from at least one follow-up (N ϭ 125). Sadistic PD was not included in any of the analyses because only 1 patient met criteria for this diagnosis at any assessment. Kappas for each PD category, using both narrow and broad definitions of caseness for all pairs of assessments, are shown in Table 2 . The kappas from baseline to 2.5-year follow-up were previously reported by Ferro et al. (1998) . Kappas could not be computed when no participant met diagnostic criteria at one of the assessments (indicated by dashes in Table 2 ). Although stability was somewhat lower for the baseline to 10-year interval than for most of the other intervals, there did not appear to be a systematic relationship between the magnitude of the stability coefficients and the duration of the follow-up interval. In addition, contrary to our prediction, there did not appear to be a consistent trend for stability to increase over successive pairs of assessments. We focus primarily on the stability between the baseline and 10-year follow-up.
Results
Stability of Categorical Diagnoses
The 10-year stability for any PD was .23 for the narrow threshold and .29 for the broad threshold. For the narrow threshold, the stability of the Axis II clusters ranged from .09 for any Cluster C diagnosis to .37 for any Cluster B diagnosis; for the broad threshold, it ranged from .11 for any Cluster C disorder to .25 for any Cluster A disorder. Stability was generally quite low, but varied across individual PDs, ranging from Ϫ.03 for passive-aggressive to .33 for borderline (median ϭ .09) for a narrow threshold and from Ϫ.07 for passive-aggressive to .32 for paranoid and borderline (median ϭ .19) for a broad threshold. For all but three PDs, the broad threshold (definite plus probable cases) yielded higher stability estimates than did the narrow threshold (definite cases only).
For comparative purposes, we computed kappas for the four anxiety disorders that were assessed in this study. Only narrow diagnoses were available for anxiety disorders. Rates and stability of diagnoses of panic disorder, social phobia, simple phobia, obsessive-compulsive disorder, and any anxiety disorder are shown in Tables 1 and 2 , respectively. Similar to Axis II disorders, stability from the baseline to 10-year follow-up for these anxiety disorders was low, ranging from Ϫ.02 for simple phobia to .39 for obsessive-compulsive disorder. Overall, consistent with our prediction, the categorical stability of PDs and anxiety disorders was roughly comparable.
Relative Stability of Dimensional Scores
To examine the stability of PD dimensional scores, we used growth curve modeling to evaluate trajectories of change in PD traits across the five assessments using HLM-5.05 (Raudenbush, Bryk, & Congdon, 2001) . Growth curve modeling provides the opportunity to examine both relative and absolute stability within the same analytic framework. In addition, it allows for flexible treatment of both time and missing data and models both the elevation of trajectories of scores (intercept) and rates of change in scores over time (slope). In these analyses, we examined both intercepts and slopes for PD dimensional scores across time, where time was defined individually as the month at which each partic- Note. Ns vary across assessment (baseline: N ϭ 142; 2.5-year assessment: N ϭ 108; 5-year assessment: N ϭ 111; 7.5-year assessment: N ϭ 109; 10-year assessment: N ϭ 101). OCPD ϭ obsessive-compulsive personality disorder; OCD ϭ obsessive-compulsive disorder.
ipant completed each follow-up assessment. Although assessments were scheduled every 30 months, there was some variation in the times at which participants completed the assessments. Using the actual month of assessment provides more precise estimates of change across the follow-up period. Growth curve modeling models repeated measures by nesting assessments within individuals (level 1) and also incorporates tests of between-subjects predictors of trajectory parameters (level 2). We do not report on level 2 predictors of change trajectories in this study, focusing instead on the form of change in PD dimensional scores (linear or nonlinear).
For each PD category, we conducted three sets of analyses. First, we explored the unconditional means model, which assumes no change in scores over time (modeling only an intercept term) and yields an ICC coefficient, providing an index of relative stability across all assessment waves. The unconditional means model was conducted for cluster scores, individual PD scores, and EPQ scales. Second, we computed the unconditional growth model, which includes parameters for both elevation (intercept) and slope (rate of change over time). If the true change trajectory over time is nonzero, then the unconditional growth model yields smaller residual variance at level 1 and a significant improvement over the unconditional means model in the model deviance statistic (distributed as 2 , with dfs equal to the difference in number of parameters in each model). In addition, examination of the variance components from level 1 reveals whether there are significant individual differences in change curve trajectories. Finally, we explored nonlinear trajectories of change, testing whether model fit improved with the addition of quadratic and cubic terms for time in the level 1 model. In the interest of keeping the number of analyses within a reasonable limit, we chose to use cluster diagnoses (A, B, and C) in these models rather than conducting separate analyses for each individual PD. Although the usefulness of the cluster organization has been questioned (Widiger & Costa, 1994) , it has received moderate support in a number of factor-and cluster-analytic studies (e.g., Bagby, Joffee, Parker, & Schuller, 1993) .
For models incorporating nonlinear change, the time variable (months at follow-up) was z-transformed to reduce the likelihood of the model failing to converge because of high correlations between the level 1 predictors (time, time 2 , and time 3 ). Hierarchical linear modeling (HLM)-predicted scores for Cluster A, B, and C dimensional scores at each assessment are shown in Figure 1 ; values are shown in their original metric of sums of 0 -2 ratings for each symptom in the cluster.
Descriptive data and ICCs indexing relative stability across all five assessments for PD dimensional scores and EPQ scales are presented in Table 3 . The relative stability across all assessments of the three Axis II clusters was moderate, ranging from .57 (Cluster C) to .63 (Cluster B). The relative stability of the individual PDs ranged from .23 (antisocial) to .61 (avoidant), with a median of .49. Contrary to our prediction, borderline PD was not less stable than PDs with a large extraversion component (e.g., histrionic). Note. Ns vary across assessment (baseline: N ϭ 142; 2.5-year assessment: N ϭ 108; 5-year assessment: N ϭ 111; 7.5-year assessment: N ϭ 109; 10-year assessment: N ϭ 101). Dashes indicate that kappa not computed due to lack of cases at one (or both) of the assessments. Kappas for anxiety disorders are limited to narrow (definite) diagnoses. Baseline to 2.5-year follow-up kappas were previously reported in Ferro et al. (1998) . b ϭ baseline; OCPD ϭ obsessive-compulsive personality disorder; Pass-aggr ϭ passive-aggressive personality disorder; dx ϭ disorder; OCD ϭ obsessive-compulsive disorder.
We also computed ICCs for the EPQ-R extraversion, neuroticism, and psychoticism scales. These self-reported traits exhibited higher stability than did the individual PD scores, ranging from .65 to .77, with a median of .65. These coefficients are somewhat higher than Roberts and DelVecchio's (2000) estimates of mean personality trait stability over 10 years (.52), perhaps reflecting a greater rigidity of personality functioning in individuals with depressive or PD pathology. As we expected, the relative stability of normal personality traits was somewhat higher than that of PD traits.
Absolute Stability of Dimensional Scores
To provide a sense of the absolute stability of specific PDs over the 10-year follow-up interval, we conducted paired t tests to Sievewright et al. (2002) , none of the PDs exhibited a significant increase in level over time. For the EPQ-R, levels of both neuroticism, t(84) ϭ 3.31, p ϭ .001, and psychoticism, t(90) ϭ 5.67, p Ͻ .001, decreased between the baseline and 10-year assessment, consistent with the developmental literature on age-related declines in neuroticism and increases in conscientiousness and agreeableness (e.g., Srivastava et al., 2003) . Thus, absolute change was present for many self-reported normal personality traits and interviewer-rated PD traits. To more thoroughly examine change in PD pathology across each of the five assessment waves, we used growth curve modeling to model linear and nonlinear change in PD clusters. Parameter estimates, standard errors, and significance levels for all models are shown in Table 4 .
Cluster A change trajectory. The unconditional growth model exhibited a trend for improvement in fit over the unconditional means model, 2 (2) ϭ 5.00, p ϭ .082. However, the level 1 variance components suggested that there were individual differences in both the intercept and slope parameters ( p Ͻ .0001 for both). A model adding a quadratic term for time provided a significantly better fit than did the unconditional growth model with the linear term alone, 2 (3) ϭ 24.08, p Ͻ .0001. Adding a cubic term for time resulted in a further significant improvement in model fit, 2 (4) ϭ 21.41, p Ͻ .0001. For this final model, parameters were significant for the intercept, the linear trend, and the cubic trend. The quadratic trend was nonsignificant. Individual variability in the variance components for the intercept and quadratic trend was present. A plot of the HLM-derived growth curve (see Figure 1 ) indicated that Cluster A dimensional scores decreased from baseline to 30-month follow-up, increased from the 30-month follow-up to the 60-and 90-month follow-ups, and then increased more rapidly from the 90-month follow-up to the 120-month follow-up. Predicted total Cluster A symptom scores were as follows: 7.58 at baseline, 6.68 at 30 months, 7.47 at 60 months, 7.95 at 90 months, and 9.35 at 120 months. Cluster B change trajectory. The unconditional growth model provided a significantly better fit to the data than did the unconditional means model, 2 (2) ϭ 13.40, p ϭ .001, suggesting linear change in Cluster B scores over time. Inspection of the level 1 variance components indicated that significant individual differences in both the intercept ( p Ͻ .0001) and slope ( p ϭ .015) remained. There was also evidence for significant nonlinear change in Cluster B scores. The addition of a quadratic term for time resulted in an improvement in model fit, 2 (3) ϭ 22.00, p Ͻ .0001. Adding a cubic term resulted in a further significant improvement in model fit, 2 (4) ϭ 36.01, p Ͻ .0001. Each trajectory parameter in the final model was significant: intercept, linear slope, quadratic trend, and cubic trend. Inspection of the level 1 variance components indicated that individual variability in each of the parameters remained. As shown in Figure 1 , Cluster B dimensional scores decreased from baseline to 30-month followup, then increased from 30-month follow-up to 60-and 90-month follow-ups, followed by a decline from the 90-month follow-up to the 120-month follow-up. Predicted scores for total Cluster B Note. HRSD ϭ Hamilton Rating Scale for Depression; dashes ϭ predictor not included in model. symptoms were as follows: 13.29 at baseline, 9.75 at 30 months, 10.26 at 60 months, 11.45 at 90 months, and 9.85 at 120 months. Cluster C change trajectory. The unconditional growth model produced a better fit to the data than did the unconditional means model, 2 (2) ϭ 15.89, p Ͻ .0001. However, only the intercept parameter was significant ( p Ͻ .0001); the linear slope parameter was not ( p ϭ .720). The level 1 variance components suggested that there were significant individual differences in both the intercept and slope ( p Ͻ .0001 for both). A model including a quadratic term for time resulted in a significant improvement in model fit, 2 (3) ϭ 9.33, p ϭ .009, as did one adding a cubic term, 2 (4) ϭ 42.30, p Ͻ .0001. Each trajectory parameter in the final model was significant: intercept, linear slope, quadratic trend, and cubic trend. Inspection of the variance components indicated significant individual variation in both the intercept and quadratic term parameters ( p Ͻ .0001 for both). As illustrated in Figure 1 , Cluster C dimensional scores increased from baseline to 30 months, decreased at 60 months, increased again at 90 months, and decreased again at 120 months. The predicted scores for total Cluster C symptom scores over time were as follows: 15.38 for baseline, 16.42 for 30 months, 12.95 for 60 months, 15.34 for 90 months, and 13.68 for 120 months.
Effects of depressive symptoms and treatment during follow-up on absolute stability of cluster scores. To examine whether severity of depression and treatment status influenced the trajectories of PD cluster scores over the follow-up, we conducted two sets of growth curve models, one incorporating HRSD scores and the other incorporating treatment status (coded as in treatment or not in treatment at the time of the assessment) as a time-varying (level 1) predictor of cluster scores. Parameter estimates, standard errors, and significance levels for all models are shown in Table 4 .
In the models that included HRSD scores at each follow-up, the coefficients and significance levels for the linear trends for all three PD clusters were very similar to those for the previous models that did not control for depressive symptoms. Including the HRSD as a time-varying covariate decreased the magnitude of the quadratic trend coefficient for the Clusters B and C but increased it for Cluster A. The magnitude of the coefficients for the cubic trends decreased after controlling for depressive symptoms, but the significance levels remained the same or similar. Finally, in the models that included treatment status at each follow-up, the coefficients and significance levels for the linear, quadratic, and cubic trends for all three PD clusters were very similar to those for the models that did not include treatment status.
Discussion
This study is one of very few to examine the long-term stability of the full range of Axis II conditions. Our findings suggest that PDs exhibit fair to moderate stability over significant time intervals, although the magnitude of this stability differed according to caseness threshold, use of categorical versus dimensional classification, and definition of stability (relative vs. absolute). In addition, there was evidence for differential relative and absolute stability of individual PD categories.
The 10-year stability of categorical diagnoses was relatively poor. These findings extend, and are consistent with, shorter-term studies of the stability of PD diagnoses (e.g., Grilo & McGlashan, 1999; Mattanah et al., 1995) . The stability of categorical diagnoses was influenced by the diagnostic threshold used, as a broader threshold tended to produce somewhat higher stability estimates than did a narrow threshold. Together with the evidence of greater stability of PD dimensional scores, this suggests that current diagnostic thresholds may not be optimal for tapping stable personality pathology, as lowering the thresholds by only one symptom resulted in greater longitudinal stability.
PDs did not appear to be more stable than anxiety disorders in our sample. This is consistent with Shea and Yen's (2003) conclusion that Axis I and Axis II disorders often exhibit similar levels of stability. These findings are open to a number of interpretations. For example, current PD criteria may do a poor job of tapping putatively stable clinical conditions; categorical approaches to diagnosing both Axis I and Axis II disorders may be limited in their ability to identify stable pathological syndromes; or PDs may truly be characterized by a fluctuating course, with considerably less stability than has traditionally been assumed.
Consistent with previous studies that used shorter follow-up intervals (Cacciola, Rutherford, Alterman, McKay, & Mulvaney, 1998; Grilo & McGlashan, 1999) , we found that dimensional PD scores generally produced higher relative stability estimates than did diagnoses. We presented ICCs that were computed across all available assessments, but the results were similar when broken down by assessment-specific intervals. The relative stability of cluster and specific PD dimensional scores were comparable to the meta-analytic estimate of normal personality trait stability across 10 years (.52, reported by Roberts and DelVecchio, 2000) . However, individual PD dimensional scores exhibited lower stability than did normal personality traits assessed with the EPQ-R in our sample. This difference was less pronounced when considering broader PD cluster scores, which may be more comparable to the higher-order personality dimensions assessed by the EPQ-R. Given the likelihood that the stability of the EPQ-R dimensions was inflated by shared rater variance (self-report) at each time point, whereas the cluster scores were generated by different interviewers across assessments, it is striking how small were the differences between the stability of PD cluster scores and the EPQ-R personality dimensions. Thus, it appears that at the aggregate level, the long-term stability of dimensional PD constructs approaches that of self-reported normal personality traits.
Although stability tended to be somewhat greater for intervals of less than 10 years, there did not appear to be a systematic relationship between degree of stability of PD diagnoses and the length of follow-up interval. This also was evident for PD dimensional scores, although the data were not presented. These results are consistent with the literature on the stability of normal personality traits, where the duration between assessments is only weakly correlated with the magnitude of stability estimates (Roberts & DelVecchio, 2000) . In addition, the magnitude of the stability coefficients for PD diagnoses did not appear to change in a systematic fashion over the course of successive follow-ups. Again, although the data were not presented, this was also true of PD dimensional scores. These findings contrast with the normal personality literature, in which the relative stability of personality increases slowly through adulthood up to age 50 (Roberts & DelVecchio, 2000) .
With regard to differential stability, Cluster B disorders tended to exhibit the highest long-term stability, both in terms of categorical diagnoses and dimensional scores. These findings are consis-tent with the findings of Mattanah et al. (1995) , who found that Cluster B disorders had the highest percentage of stable cases across a 2-year follow-up. Likewise, Lenzenweger (1999) reported that Cluster B dimensional scores exhibited greater stability than did either Cluster A or Cluster C disorders across a 3-year followup. In our sample, stability indices also varied among the individual PD categories. Contrary to expectations from the normal personality literature (Roberts & DelVecchio, 2000) , PDs with a large extraversion/introversion component (histrionic, schizoid, schizotypal, and avoidant PD) did not appear to be more stable than PDs with a large neuroticism component (borderline PD). However, this might be because the difference between stability of neuroticism and extraversion is small in magnitude (.46 vs. .55 in the Roberts & DelVecchio, 2000, meta-analysis) . Other possible explanations of differences in stability across PDs include variations in diagnostic reliability across conditions, emphasis on infrequent behaviors versus trait-like features in the various PD criteria sets (Shea et al., 2002) , and the ability of current PD definitions to tap underlying personality traits.
In terms of absolute stability, there were significant mean-level changes in PD pathology over the course of the 10-year follow-up. We examined this issue in two ways. First, we used paired t tests to examine whether the levels of PD traits differed between the baseline and 10-year follow-up assessments. We found that the levels of Axis II traits decreased significantly for 6 of the 12 individual PDs. On the basis of evidence from the normal personality literature regarding age-related increases in agreeableness and conscientiousness and decreases in neuroticism (Roberts et al., 2001; Srivastava et al., 2003) , we anticipated that the absolute levels of antisocial, paranoid, borderline, and narcissistic traits would decrease over time, whereas levels of obsessivecompulsive and dependent traits would increase. We observed the predicted decline in three of the four PDs, but contrary to expectations, the levels of obsessive-compulsive and dependent traits also decreased significantly over time. This suggests that the increases in conscientiousness and agreeableness that occur during adult development may be limited to the low and normal ranges of these dimensions but may not be evident in individuals who are abnormally high on these traits.
Second, we conducted growth curve analyses on cluster dimensional scores from all five assessments. These analyses allowed us to explore the functional form of change in dimensional scores over time. Results indicated complex patterns of absolute stability and change over the 10-year follow-up, as all three cluster scores exhibited marked cubic trends over time. These findings add to previous studies that conducted three waves of assessments (Lenzenweger et al., 2004; Shea et al., 2002) by suggesting that initial decreases in scores may represent only a segment of larger nonlinear trends that are evident when a greater number of assessments are conducted over a longer time interval.
Cluster A and B traits, but not Cluster C features, decreased after the baseline assessment. These decreases may have been due to the attenuation effect that is associated with repeated assessments of a variety of measures of psychopathology (Jorm, DuncanJones, & Scott, 1989) , the influence of acute depression or treatment-seeking upon the presentation of PDs at baseline, or differences in interviewers' thresholds for rating PD features. However, none of these factors can completely account for the complex patterns of change over time that we observed in all three PD clusters. Attenuation effects cannot explain the subsequent increase in PD traits. When treatment status and depressive symptoms were included as time-varying covariates in the growth curve models, we did not observe substantial changes in the trajectories of the PD cluster scores. Finally, although we cannot exclude the possibility that our findings reflect differences in interviewers' thresholds for rating PD features, the fact that the temporal patterning of change differed between clusters suggests that if rater effects were involved, they were cluster specific rather than reflecting generalized differences in rating thresholds.
The growth curve analyses indicated that even after accounting for linear and higher-order (quadratic and cubic) trends in absolute levels of PD traits, significant unexplained variance in individual differences in intercept and slope parameters remained. This suggests that it may be useful to explore demographic, clinical, and personality factors as predictors of individual differences in PD trajectories. For example, Lenzenweger et al. (2004) reported that initial level of PD pathology was predictive of slope in PD scores over time and that the presence of an Axis I disorder was associated with overall elevation of trajectories. Further exploration of predictors, particularly of slope parameters, could lead to a greater understanding of the factors that influence stability and change in PD pathology over time.
The present study had a number of significant strengths. We followed patients for 10 years, providing what is, to our knowledge, the second longest study of the stability of the full range of Axis II disorders in the literature, with the only longer study being Sievewright et al.'s (2002) 12-year study. We assessed all DSM-III-R Axis II disorders (including those in the Appendix), and the relatively high rate of PDs in the sample allowed for the examination of the long-term stability of categorical diagnoses. We conducted five waves of assessment with semistructured diagnostic interviews and clinically experienced raters who had no knowledge of the baseline diagnoses. Finally, we used growth curve modeling, which allowed us to investigate the relative and absolute stability of dimensional scores within a single analytic framework and provided for more complex analyses of change.
However, the study also had several important limitations. First, because of space constraints and the small number of patients with some diagnoses, we were limited to higher-order categories (cluster diagnoses) for some analyses. Second, our sample was composed entirely of individuals with a mood disorder, many of whom were chronically depressed. Chronic depression may increase the stability of PDs. Hence, the extent to which our findings would generalize to other populations is an important question. Third, our estimates of stability are attenuated by imperfect interrater reliability. Finally, DSM-III-R, rather than DSM-IV, diagnostic criteria were used at each assessment; therefore, findings for DSM-IV definitions of PDs might differ somewhat.
In summary, we found only poor to fair stability of PD diagnoses over 10 years in a sample of depressed outpatients, and the diagnostic stability of PDs was no higher than that of anxiety disorders. The relative stability of PD dimensional scores was greater than that for categorical diagnoses, generally reaching a moderate level, and approached the long-term stability of normalrange personality traits. There was evidence of mean-level changes in PD dimensional scores across the five assessments, including nonlinear change in PD cluster scores. Finally, both absolute and relative stability indices varied across PD categories.
Group estimates of the stability of PD diagnoses and dimensional scores may obscure the existence of important subgroups, including cases with stable PD pathology; "false positive" cases that are misclassified due to diagnostician unreliability, mood state effects, time-limited social-contextual influences, and the use of arbitrary diagnostic thresholds; and individuals who exhibit real change in levels of PD traits. It may be possible to distinguish these subgroups using longitudinal data on the course of PDs and to identify baseline characteristics that can be used to predict subgroup membership, thus furthering our ability to assess stable personality pathology and to test models of the etiology and course of personality disorders.
